Guidewire replacement of leaking paediatric intravenous cannula
Sir, An 18-month-old male child weighing 10 kg, a case of Holt Oram syndrome (congenital atrial septal defect, spontaneously closed at 10 months age, with a previously operated club hand deformity right side) was posted for the release of soft tissue right hand. The child's latest two-dimensional echocardiography showed no structural cardiac defect. The child was taken up for surgery under general anaesthesia.
Inhalational induction with sevoflurane was performed and a 22 gauge intravenous (IV) cannula was inserted into a vein at the dorsal aspect of the left hand. However, the cannula started to leak at the junction between the hub and the shaft [ Figure 1 ]. The child's venous access was poor and any attempt to remove the catheter and look for a fresh IV access was abandoned. Instead, a 23 gauge arterial catheter (Leader-Cath ® ) guidewire was inserted into the leaking IV catheter [ Figure 2 ]. Thereafter, the culprit catheter was removed keeping the guidewire inside the precious vein. After this, a fresh 22 gauge IV cannula was reloaded over the guidewire into the vein thereby securing the IV line in this child.
Often anaesthesiologists encounter difficult venous access in the paediatric age group. Most of the veins in smaller children are difficult to gain access to. [1] If, in this scenario, a precious IV access is at a risk of being lost due to unanticipated technical defects in the cannula itself it makes the task that much more difficult for the attending anaesthesiologist. The most common remedy resorted is removing the defective cannula and reinserting a new one at another site. This, however, may not always be easy. Central venous catheter (CVC) replacement over a guidewire has become an accepted technique for replacing a malfunctioning CVC. The insertion over a guidewire is associated with less discomfort and a significantly lower rate of mechanical complications than are those percutaneously inserted at a new site. [2] In addition, this technique provides a means of preserving limited venous access in some patients. Although there are numerous articles referring to the change of central venous and intra-arterial catheters over a guidewire, no literature could be found reporting change of peripheral venous cannula over an arterial guidewire.
This case highlights the fact that simple innovative measures such as inserting an arterial guidewire into a leaking, but otherwise in-place, IV catheter and reloading a fresh catheter over it into the same peripheral vein can go a long way in preserving the venous access. This assumes significant importance in the paediatric population. It can also help by cutting down the time spent looking for a fresh IV access hence reducing the operating room time and resources.
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Dandy Walker syndrome with giant occipital meningocele with craniovertebral anomalies: Challenges faced during anaesthesia
Sir,
The coexistence of rare congenital neurodevelopmental and craniofacial abnormalities make proper positioning for endotracheal intubation difficult and alternative methods of positioning and intubation must be sought for. Although difficult airway cart should be in hand, one must give emphasis on proper positioning of patient. A sound knowledge and proper laryngoscopy by experienced anaesthesiologist results in successful intubation even in cases of anticipated difficult airway and thus, prevents the need of surgical airway. We report a rare case of an 8-month-old child weighing 5 kg with Dandy-Walker syndrome (DWS) associated with a giant occipito-cervical meningocele and craniovertebral anomalies, and posted for shunt surgery. Pre-anaesthetic check-up suggested no history of seizure, vomiting, difficulty in feeding, cyanosis or respiratory distress. There were no cardiac or respiratory signs. Power in all limbs was equal.
The child had a large head and a giant occipital cervical meningocele measuring 10 cm × 10 cm, extending from occipital protuberance to mid scapula, causing fixed flexion of the neck [ Figure 1 ]. Magnetic resonance imaging (MRI) of the brain showed enlarged posterior fossa with multiple craniovertebral anomalies with meningocele in occipital and upper cervical region communicating with fourth ventricle, hypoplasia of inferior vermis coupled with hypoplasia of cerebellar hemisphere, suggestive of DWS with occipital meningocele. MRI spine [ Figure 2 ] showed multiple craniovertebral anomalies such as cranial bifida and spina bifida in upper cervical vertebrae coupled with occipito-cervical meningocoele. On arrival of the child in the operation theatre, monitoring was established with an electrocardiogram 
